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i DEFICIENCY)
N 801| 1200-8-6-.09(1) Life 'Safety i N0t K 062 CONT: i
comparing with Life Safety Codes 10 ensure new |
) v . . . - o r
j} {1} Any hursing home which complies with the - | regulations, if any, are boing met. H
requifed applicable building and fire safety ¢. Any findings that are not compliant with Life

regulations at the time the board adopts new
codes or regulations will, so long as such
.compliance is maintained {eithet with or without

Safety Codes will be reported ro the Administrator
Immediately for correction along with reporting to

waivers of specific provisions), be considered fo the Quality Assurance commiltee monthly.
be in compliance with the requirements of the
new codes or regulations. N9o1| 1200-8-6-.09 (1) Life Safsry

(1) Any nursing home which complies with the
: required applicable building and fire safaty
regulations at the time the board adopts new
codes or regulations will, 20 long as sneh )

This Rul& is not met as evidenced biy:
- Based on observations and testing, the facility

failed to comply with applicable building and fire camipliance L& miintain 64 (ciduer with e
safefy regulations. : without waivers of specific provisions), be

: : considered to be in compliance with the
The finding included: requirements of the new codes or regulations.

|
. e . . |
Observation and testing on 2/23/2018 at 9:34 AM, Corrective Action: ‘2&3;’2016

revealed locking arrangement {slide lock bar) that :

requires sffort to: unlock the door in the wamen's 1) Residents Affecred:

restreoms. National Fire Protecticn Assaociation &. No resident(s) were affecred by defioient

(NFPA} 101, 8.3.3.2.3 (2012 Edition) practice. Not Resident Specific, |
2) Mdentify:

ThiE findng Was Verniied by the mMaintenance

! & ¢ _ 100% audiv was completed on 2/26/2016 by the
director and the administrator during the exit Maintenance Director to make sure all locks were
conference on 2/23/2016.

in good working condirion,

3) Measures:

The Maintenance Director wag in-serviced on
2/26/2016 on proper working locking devices on

- |deors. An In-service will be completad with staff
on notifving the Maintenance Director of any issues
with locks not working properly,

4) The Maintenance Director will audit and test .
manual locks monthly x 3 months and then quarterly |
thereafter. Any issucs with locks not working will be |
reported 1o the Maintenance Directar immediately. I
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